Background: Over 60% of households (HHs) in Trinidad and Tobago (T&T) consume alcohol. These HHs were more likely to report illnesses, relationship problems, and behavioral problems with children. This study set out to determine what proportion of HHs were willing to support changes in specific policies, laws and regulations in a national alcohol campaign. Methods: A cross-sectional convenience sample of HHs were surveyed from a random sample of enumeration districts (ED) in T&T. An interviewer-applied, field pre-tested de novo questionnaire had 5 domains and was developed over 1 1/2 years after an extensive literature review and consultation. Many of the WHO 'best buys' recommendations were included.
Background
Alcohol is associated with adverse medical and social conditions, both acute and chronic [1] . Indeed, alcohol presents an ongoing Caribbean public health problem. The Global Student Health Survey reported that in studies between 2003 and 2010, 45% of youth aged 13-15 years in the English speaking Caribbean (ESC) self-reported alcohol use in the past 30 days [2] . More disturbing was the report that 22% of this group reported drinking so much alcohol that they staggered, vomited, or developed slurred speech at least once in their life [2] . Among adults 15-64 years old, in Trinidad and Tobago (T&T), 40.4% consumed alcohol in the past 30 days, 50.6% males and 30.9% females. This increases to 50.2% among the 25-34 year age sub-group, for both sexes [3] . The percentage of males who engaged in heavy episodic drinking (HED), ranged between 22% in Barbados and 33.9% in Trinidad and Tobago and between 9.7 and 16.8% for females in these islands respectively [3, 4] . Among the countries in the Americas in 2010, 72.9% of male youth in T&T admit to HED, the highest in the region [5] .
In T&T, noncommunicable diseases (NCDs) account for 80% of overall mortality [6] . Alcohol use is recognized as a major contributor to NCDs including hypertension, stroke, cancer, and liver disease and is a major contributor to violence, including domestic violence, and injury among peoples of Latin America and the Caribbean (LAC). In 2002, alcohol was responsible for nearly 10% of all Disability Adjusted Life Years (DALY) lost in the LAC, compared to the global figure of 4.4% [6] . Alcohol contributed to 20-50% of road traffic fatalities in the LAC, and 50.5% of the alcohol-attributable deaths in the Americas in 2002 were due to injuries [7] . In 2005, adult per capita consumption of alcohol in the Americas was 8.7 L per year-higher than the world average of 6.1 L [7] .
The role of alcohol as a contributor to disease, notably NCDs has been recognized by Caribbean governments. In 1999, The Caribbean Cooperation in Health Phase II (CCH II) identified the strengthening of alcohol prevention and control programmes as a priority issue in the context of the prevention of mental health disorders [8] . And in 2007, the Declaration of Port of Spain acknowledged alcohol as a causal risk factor for NCDs [9] .
Despite these statistics and declarations there is ambivalence towards alcohol in the media and the general population. All the countries in the archipelago and on the mainland, have some restrictions on alcohol notably excise duty and taxes, regulations on underage sales, and drunk driving, but only The Bahamas and Jamaica are reported to have any restrictions on advertising and marketing [10] . Alcohol can be sold by many establishments in Trinidad and Tobago, for example, on an 'any day, any time' basis, and many petrol stations also sell alcohol. Many politicians are involved in protecting the local and regional alcohol production and trade against global interests [11] . See Table 1 for a summary of laws and regulations on alcohol in T&T [12] .
There is a strong historical connection to alcohol, notably rum, in the Caribbean. These connections are over 300 years old [13] [14] [15] . Many of the globally recognized icons of Caribbean excellence are alcohol based: Angostura (Trinidad), Demerara Rums (Guyana), Appleton (Jamaica), and Mount Gay (Barbados). Tourism remains the major source of revenue for most islands in the region and many fear that placing restrictions on alcohol will harm this trade. However, there is a public health price. Before policies and strategies can be developed and implemented to temper harmful alcohol use, an assessment of the population's desire for change needs to be conducted.
An aim of the NASHTT was to determine the changes to alcohol related laws, regulations, advertisements and other policies that would be acceptable to households in Trinidad and Tobago and what proportion of HHs would be willing to support these changes? Also we set out to determine whether there were significant differences in support between HH where alcohol was consumed versus those where it was not; and HH where there was HED versus those where there was no HED?
Methods

Design
A cross-sectional convenience sample of households (HH) was surveyed from a random selection of enumeration districts in Trinidad and Tobago, the questionnaire was applied by the interviewer in a face-to-face session. 
Instrument
HH's demographics
The instrument was pre-tested on over 40 participants and feedback incorporated.
The interviewers
With assistance from the Central Statistical Office (CSO) a group of experienced enumerators were identified. These were mature individuals who had worked previously in conducting numerous HH surveys including a recently concluded national census. A training manual and field manual were created and the interviewers underwent a half day training session.
Sample size
The sample of the NASHTT was based on the Continuous Sample Survey of the Population (CSSP) conducted by the CSO of the Government of Trinidad and Tobago biannually. This CSSP reaches approximately 3200 HHs or 1.5% of the national HHs.
Selection of HH
The CSO provided a list of national Enumeration Districts (EDs) and from these a random sample of EDs was taken, Tobago included. There are 2824 EDs in T&T. EDs represent HHs of similar economic status and may contain between 250 and 600 HHs. We selected 72 EDs, using a random number generator from Excel. The 72 maps for each ED were purchased from CSO. Using the ED maps, interviewers planned to interview about 40-50 HHs per ED, hence achieve the sample of the CSSP. A sampling interval of 3-6 was used for each ED, depending on the size of the EDs. Larger EDs (HHs greater than 300) used a sampling interval of 6, Medium EDs (HHs between 250 and 300) a sampling interval of 5 and EDs between 200 and 250 HHs, a sampling interval of 3-4. Enumerators started the sampling at a fixed point set by the CSO in each ED and applied the sampling interval for that ED.
Because of limited financial resources, return visits to HH was not possible. As such, if one HH refused to participate or was ineligible to participate, successive HH were approached, immediately next to the HH that refused, until a response was received. After this the sampling interval for that ED was reapplied. In the case that the HH on the map is found to be a condominium or apartment building, the same interval strategy was used, counting each condominium or apartment as an individual household.
Selection of respondent
Persons eligible to answer the questionnaire were in the order of preference: 1. "Household head" or whosoever the person answering the door identified as household head; 2. Any person over the age of 18 years who was knowledgeable of the HH and willing to participate. Only one [1] questionnaire per household was allowed, but more than one person in the HH could have contributed answers.
Non-response rate
Non-consenting HHs were recorded to determine the non-response rate.
Consent process
Once a possible respondent was identified information on the study was shared. The interviewer read out the preamble to the questionnaire which provided extensive information on the purpose of the study and what would be required of participants. Agreeing participants completed and signed the accompanying consent form. Participants were given their signed consent form and signed a separate consent sheet for researchers' records.
Statistical analysis
This was done using SPSS v 20, IBM, Chicago. Demographic data and independent variables were analysed using simple frequencies. Cross tabulation was done between the dependent variables (HH where persons consume alcohol OR HH where no alcohol is consumed) AND each of the proposed policies.
Cross tabulation was done between the dependent variables (HH by reported Major Ethnicity (Afro-Trinidadian/Indo-Trinidadian/Mixed Ethnicity/Other), Highest achieved Education (Primary (7 years of education) or Lower/Secondary (12-14 years of education)/ Post Secondary (17 years and beyond) and reported Income Level (Low/ Low Middle/ High Middle/ High) of the HH AND each of the proposed policies. Chi square and associated p values were then obtained. The level of significance was set at alpha = 0.5.
Cross tabulation was done between the dependent variable 'heavy episodic drinking (HED)' or 'no HED' by HH and each of the proposed campaigns. Chi square and associated p values were then obtained. The level of significance was set at alpha = 0.5.
Binary logistic regression was conducted with the change in policy as the dependent variable, and the demographic as the covariate. The following were used as the comparator variable: Afro-Trinidadian for ethnicity, Low income for income and primary/lower for education). ORs, CIs and p-values were calculated.
Results
Fifty-three EDs accounting for 1.8% of national EDs, were surveyed. Of 1837 households approached, 1695 responded (response rate 92%). In 81.5% of the households (HHs) the head of the HH was the main respondent. In total the 1695 HH represented 5525 adults (2734 men and 2791 women) and 1553 persons under 18 yrs. HH reported the predominant ethnicity as African (41.4%), East Indian (29.4%) and mixed (28.1%). At least one person was employed fulltime in 80.4% of the HHs and the self reported income were low (31%), low middle (53%), upper middle (15%) and high (1%) income categories respectively. The most common type of dwelling was privately owned housing (80.8%) and most dwellings were either brick or concrete structures (76.9% In a national campaign over 80% of HH would support setting the legal age for drinking at 21 years and advocating for proof of age to be shown by persons purchasing alcohol. Almost 80% would support holding the seller responsible for alcohol sales.
Breathalyzer
Nine out of 10 respondents would support stricter enforcement of the breathalyzer, and an increased public education campaign. See Table 2 .
Advertising
The majority, 50-73%, of households supported changes in the advertising and delinking advertising with social success, sex, driving and physical performance on TV and other media, and banning songs on the radio that have a reference to alcohol use. See Table 2 .
The nature of advertising 62.7% of HH would support a campaign to delink consumption of alcohol with social success and sex and 69.4% would support a campaign to delink consumption of alcohol with driving and physical performance. See Table 2 Retail sales Regarding retail sales of alcohol more than 75% of HH would support a national campaign holding sellers of alcohol responsible for the amount of alcohol sold (to a particular costumer on any one occasion), advocating that proof of age to be shown by persons buying alcohol; placing more prominent warning labels on products displaying alcohol content; placing more prominent warning labels on products showing harmful effects. See Table 2 for further description.
Density of alcohol outlets
87.1% of HH reported having more than one outlet for retail alcohol sales within walking distance of their residence (1-2 km) and 31.9% reported having more than three. Between 5 and 15% of HH reported being annoyed by the number of bars in their neighborhood (10%), wishing to see fewer bars in their neighborhood (15%), being disturbed by noise from the bars (8%) and being disturbed by patrons of the bars (8%). In a national campaign 37.6% of HH would support reducing the opening hours of bars and rum shops.
Taxation
In a national campaign over 80% of HH would support increasing taxes on alcohol sales.
Comparison of willingness to support national campaigns between HH where alcohol is used and those where alcohol is not used Table 2 provides a comparison of the willingness of HH to support a national campaign based on whether alcohol is used in that HH or not. Generally there was wide support for the proposed policies regardless of whether alcohol was consumed in that HH or not. There was less support by HHs in which alcohol was consumed for: banning all alcohol advertising on TV and media, banning radio stations from playing songs with reference to alcohol, holding sellers of alcohol responsible for the amount sold, increasing taxes and increasing fines for drunk driving (p < 0.05).
We conducted a regression analysis on the statistically significant elements and found that only one campaign remained significant depending on whether the HH used alcohol or not. The odds of favouring a ban on all alcohol advertising on TV is 1.53 times higher among households in which no alcohol is consumed than among households in which alcohol is consumed.
What would your HH support in a national alcohol campaign by characteristics of HH? Table 3 provides the results of the analysis of the variety of policies supported by the HH, depending on the characteristics of the HH.
Ethnicity of HH
Compared to African HHs, East Indian HHs were more likely to support raising the legal age to 21 yrs., restricting or banning all advertisements, banning radio songs which reference alcohol use, stricter breathalyzer enforcement, holding alcohols sellers responsible for the amount of alcohol they sell, advocating for proof of age before alcohol is sold and increased taxation.
Highest education level achieved by head of HH
HH where the highest level of education achieved by the head of the HH was to the secondary level HHs were more likely to support raising the legal age to 21 yrs. 
Self-reported income level of HH
Generally higher income categories when compared to low income categories were associated with support for all the changes except regarding the ban on all advertisements.
Heavy episodic drinking (HED) within HH and the support of policy Table 4 illustrates that in both HH where HED occurred and HH where no HED occurred there was no difference in support for most of the proposed policies and regulation changes, Significant differences occurred however, with less support among HH with HED for the following policy changes: stricter and more intensive enforcement of breathalyzer, more prominent warning labels on products displaying the alcohol concentration and reduced opening hours. It was also noted there was less acceptance of the following statements by HH where HED occurred: that the HH was annoyed by the number of bars in their community, that HH would like to see fewer bars operating in their community, that HH were disturbed by the noise coming from bars, or that HH were disturbed by the patrons coming from the bars.
Discussion
This survey of a large cross-section of the population provides information to policy makers, civil society and public health institutions for addressing change in alcohol policies, laws and regulations in Trinidad and Tobago.
How does these results compare with public opinion on alcohol internationally?
Recent international reviews suggest that public support is higher for the less effective interventions [18] , for example 'support is lower for policies which seek to restrict the physical and economic availability of alcohol to the wider public..... and higher for policies directed towards informing, educating and treating targeted individuals' [19] . In Australia several studies between 1998 and 2007, reported that 28-40% of respondents supported reducing trading hours or reducing outlet density where alcohol is served and more than 80% support stricter enforcement of laws and 69% supported increased health warnings on packaging [19] . Similar elements were found in South Africa [20] . Interestingly some elements of this pattern was found in this current study. This current study found that only 38% would support reducing trading hours or reducing outlet density. Similarly, in our study, over 90% would support stricter enforcement of the breathalyzer laws and more extensive labeling highlighting harmful effects. A similar finding for advertising is noted below. Where this study differed is in the support for taxation, whilst 80% of Trinidadian and Tobagonian respondents supported this, in Australia only 38-42% did so [19] . A similar low level of support for increased prices (34-58%) was found in South Africa [20] .
Why is support for these regulations so strong?
It is not easy to explain the findings in T&T compared to the rest of the world as this is the first study to examine the population's willingness to support new policies and regulations on alcohol. Over the years this community has seen an increase in violent crimes, many linked to drug and alcohol use. Also many HH are affected by intimate partner violence and the effects of alcohol abuse [17] . This idea of second-hand drinking has support in the literature, in this case persons who experienced family or personal aggressive harms or who were concerned about a relative's drinking were more supportive of restrictive alcohol policies [21] . These factors could be affecting the results we obtained. Most persons receive information about alcohol through school, employment, religious forums, media, including online, and peer interaction. Future qualitative type studies might be the mechanism to explore these factors.
Outlet density and availability of alcohol
In our study, there was poor support for restrictions to be placed on the availability and accessibility to alcohol that would decrease the number of bars and rum shops in the neighbourhood or reduce the duration of their opening hours. The lack of support in this area did not significantly differ between HH that drank alcohol and those that did not. Internationally however, there is clear evidence that 'substantial changes in the number of alcohol outlets results in significant changes to alcohol consumption and related harms' [1] . Further research needs to be done to better understand the reasons for these local findings.
Advertising
The lack of policies on advertising and marketing in the T&T is an obvious gap. There are opportunities for interventions and this report suggested that there was public support. This survey found that many supported cautionary labels to be placed on alcoholic drinks and more than 50% supported delinking alcohol advertising with success, sex, driving and performance. More than half of all HH will support a policy banning alcohol advertisements at sporting events or restricting of advertisements in the media. As seen in this study significantly more non-alcohol consuming HHs (61%) was willing to support a ban on all advertising on TV compared to alcohol consuming HHs (48%). And half will support banning of all alcohol advertisements in the media. This is an important finding since 'Longitudinal studies consistently suggest that exposure to media and commercial communications on alcohol is associated with the likelihood that adolescents will start to drink alcohol, and with increased drinking amongst baseline drinkers' [22] . There is currently a call for banning alcohol advertisements by the Global Alcohol Policy Alliance [23] . International public opinion polls suggest that roughly similar proportions of other populations support such marketing restrictions [20] . In Australia between 40 and 70% supported advertising being reduced or banned [19] . In the US, one study reports that 60% support alcohol advertising and promotion restrictions [24] . Similarly only half of this population, support banning advertising of alcohol.
Adolescents
The results show that there was good support for more rigorous control of young people drinking. When asked about the implementation of access controls concerning young people (age < 21 years) support was greater, with more than 3/4 of respondents supporting setting the legal age where alcohol consumption is allowed to 21 years. It may be that young people are viewed as having diminished responsibility and therefore restrictions to access alcohol for this age group is warranted. The international literature supports the view that 'minimum legal purchase age is effective in reducing road fatalities and other harms with minimal enforcement, but enforcement substantially increases effectiveness and the cost' [1] . Recent reports suggests that in South Africa [19] and South Korea [25] there is similar support for increasing the alcohol purchasing age to 20-21 years. Focusing attention on regulations pertaining to adolescent purchasing or possession of alcohol may be an effective use of resources. Increasing the age of alcohol purchasing to 21 in the USA has been accredited with saving the lives of 21,000 persons between 1975 and 2002 [26] .
Taxation
The majority of HH will support increased taxation on alcohol. This is a promising intervention for many governments, increasing revenue while reducing consumption and harm. It also has the potential to reduce consumption among young people who may have less disposable income."Studies have consistently demonstrated that alcohol prices have an effect on levels of consumption and related harms, including mortality rates, crime and traffic accidents." [1] .
Study strengths
The survey had a large sample size and a high response rate. Although this high response rate is in part due to the experience of the interviewers and the relatively short survey instrument, participants also showed keen interest in the area of study "alcohol". Many HHs congratulated the interviewers for investigating alcohol and several persons volunteered to participate in a follow-up study of their personal and family experience of alcohol. With the exception of a ban on all TV advertising, the majority of HHs in this survey were willing to support changes in policy, independent of alcohol consumption status. This suggests that the population is receptive to the dissemination of information pertaining to alcohol and to the implementation of regulations, laws and policies that have been demonstrated in other countries to be effecting change in alcohol use or misuse. Multiple internet searches using the terms: alcohol, public, opinion and the names of various Caribbean nations gave no relevant papers, so this paper may represent the first such attempt to capture a Caribbean population's opinion on this issue.
Limitations
It is important to state that while our validation process of the instrument ensured content, face and cultural validity, this scale has not been used or tested before.
Several areas of interest were not studied because of space limitations in questionnaire and lack of information when developing the instrument, these include driving restrictions for drunk drivers, Selling alcohol at gas stations, Alcohol marketing on the internet and social media. Additionally our sample size limited by funding and the full number of EDs could not be surveyed. Although the response rate was high overall, one of the selected enumeration districts was in a very high income neighbourhood, there was limited access to the HH, many with high walls and security. Only a few responses was obtained. Another limitation was not asking whether at least one family member or close relative was involved in a serious or fatal accident, or other negative experience, in which drinking was involved. Such an experience might have influenced their choice of restrictions.
Care should be taken in the interpretation of the items in the chi-square analysis where p < 0.05, as closer study of the OR show many approaching or just under an OR of 1 or no effect. Only one item, 'banning TV advertisements' was significantly supported by HH not using alcohol.
Conclusions
Apart from restrictions in density of outlets and reduction in opening times for alcohol outlets the majority of HHs in T&T are willing to support changes in policies around alcohol, including many of the policies shown by the WHO to be effective in reducing the harmful consumption of alcohol. The long established alcohol industry has considerable support among governments and other sectors within the region and the change suggested in this paper will be difficult. This will require all stakeholders to have an input, including Civil Society Organizations(CSO). There are roles for a CSO such as the Healthy Caribbean Coalition and the Caribbean Public Health Agency (CARPHA) in promoting this agenda. 
